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schizophrenic patient exhibits symptoms consistent with either affective disorders (60 percent) or anxiety disorders (60 percent) (Robins and Regier,1991). However, a careful analysis of these results suggests that the symptoms that give rise to the second diagnosis may well be part of the original illness. In other words, depressive or anxiety symptoms may exist in the normal course of schizophrenia, not as separate diseases. Nevertheless, when such symptoms do coexist, they need to be identified and targeted for treatment.
Significant progress has been made in the reduction of the adverse outcomes of schizophrenia. Structural, educational, and behaviorally based treatments, such as skills training, and interventions that promote family coping and support, when combined with antipsychotic medication have substantially improved the course of psychosis and reduced the relapse rate (Falloon and Fadden, 1993; Liberman, 1992; Wyatt, 1991). The favorable impact of continuous and comprehensive treatment is readily observed in one- and two-year controlled clinical trials, but it has only begun to be established for longer periods. The efficacy of treatment for primary negative symptoms and for the subset of patients with persistent psychosis has improved with the use of new antipsychotic medications and social learning programs (Glynn and Mueser, 1992; Kuehnel, Liberman, Marshall, and Bowen, 1992; Meltzer, 1992; Brenner, Dencker, Goldstein, Hubbard, Keegan, Kruger et al., 1990).
The estimated annual incidence of schizophrenia across the world appears to range between 0.1 and 0.5 per 1,000 (Eaton, 1991). The lifetime prevalence of schizophrenia is roughly the same for men and women, although women have a later onset. The lifetime risk of schizophrenia in the general population in the United States is 1.0 percent. That is, 1 out of 100 people born today will develop schizophrenia by the time they are 55. But of course, not everyone's risk is equal because some have a strong family history of schizophrenia and other risk factors that can multiply the risk for onset of the disorder by tenfold or greater.
Schizophrenia usually appears after puberty, with the peak age of onset at about 20 to 24 years for males and 25 to 29 years for females (Lewine, 1988). These figures are somewhat misleading because onset is only the point in time that characteristic and florid psychotic symptoms bring the individual to psychiatric attention. A broader description of onset suggests a range of about 17 to 28 for males and about 20 to 40 for females. First-episode studies suggest that psychotic symptoms have been present for about two years (Mintz, Mintz, and Goldstein, 1987; Goldberg and Huxley, 1980) at the time of initial diagnostic andnoff, E. (19
